SUMMARY Psychological and anamnestic data from 308 patients were collected to investigate whether patients with abdominal complaints from organic causes could be distinguished psychologically or by their case histories from patients with functional abdominal complaints. Two years later the same patients took part in a follow up study. Only 9% of the patients with functional abdominal complaints became symptom free. Most variables showed no significant difference between the organic and the functional group. The most important variables with predictive value were psychological factors, factors associated with the severity and factors associated with the duration of the complaints.
Methods

PATIENTS
Three hundred and eight of 391 consecutive patients referred to the outpatients' clinic with an abdominal complaint agreed to fill out a questionnaire at their first visit. In the anamnestic part of this questionnaire, patients were asked for biographical data, details of the complaint (nature, localisation, duration, frequency, presence of nocturnal pain, influence of defecation and meals), history of abdominal pain (pain in childhood, pain in parents), medication used, visits to the general practitioner, previous referrals to hospital and previous abdominal surgery. A severity score (varying between 0-9) was determined by taking the sum of the reported frequency of the abdominal complaints (0-3; 0=complaints less than once a month; 3=daily complaints), the limitations (0-3; 0=no limitations, 3=many limitations), and avoidance behaviour as a result of the complaints (0-3; 0=no avoidance, 3=complete avoidance). The (Table 2) . We therefore report only about the functional group. Treated patients (55%) with functional complaints had a worse outcome than untreated patients (p<005). Most patients received pharmacological treatment and dietary advice. At their first visit the treated patients were more depressive (p<0-01), had a longer complaint duration (p<001) and had a higher severity score (p<001) than the untreated patients.
During the follow up period visits to the general practitioner decreased (p<0)001), except for patients Because the severity score at first visit had the largest contribution to the aforementioned correlation with the severity score at follow up, a stepwise regression analysis was also performed without this variable. With a combination of three significant contributing variables (neuroticism, earlier specialist consultation, and depression) a correlation of 0-50 could be obtained with the severity score at follow up. So depression largely replaces the severity at first visit.
On the basis of the first mentioned four variables, it proved possible, with the help of a stepwise discriminant analysis, to predict which patients at follow up were likely to experience discomfort at least once a day (high severity score) (74.5% correct predictions) and which less frequently (low severity score) (72.1 % correct).
Looking for an improvement of the prediction 'daily complaints' with a combination of two variables collected during the first visit to the clinic, we found the following combination effective: a high score on neuroticism and inability to manage job or housekeeping. For 38 of the 42 patients who fulfilled these criteria this prediction was correct; the a priori chance was 55%. In 
